MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - A63-031526

DEPARTMENT DF PUBLIC HEALTH AND WELFARE
0-7 5;[ STATE FILE NUMBER

DO NOT WRITE AMENDED Registration District No. . ___._.___0 rimary Registration District No. » __é_o _a__g___ltegmnr s No. ...&7

ON THIS sTUB

t. PLACE OF DEATH c 11a 2. USUAL REJIDENCE (Whero deceased lived. |f institution: Residence before
a. COUNTY a way - a STATE M{sgouri b- countY Boone admission)

b. Cg;f {If oytside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY inside Limits

TOWN Fulton 5 months 2y Columbia Yoo O NG

<. FULL NAME OF {If NOT in hospiral, give location) Insfde Limity d. STREET {If outside, give location) Reside on Farm

HOSPITAL OR
INSTITUTION State Hospital No, 1 Yes¥] No O ADDRESS Houte YeX] Ne D

V5 300
Rev. 4/59

DATE AMENDED

3. NAME OF DECEASED First Middre Laat 4. DAIE Manth Day Year

{Type or print) Carol J Henderso oF

yn son DEATH Avgust 20 1963

5. SEX 6. COLOR OR RACE 7. Married [ Never Mamried (] [9. DATE OF B1RTH | ® AGE (last birthday) [IF UNDER ) YEAR | IF UNDER 24 HR
Female White Widowed ] Dherced O [2-12-1882 | 81 Wb | Gays | Haurs | Min
102, USUAL OCCUPATION (Give kind of work dane | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during mosk of lifa, iF retired

ing, most of warng fife, even if retired) home Missouri U.S.A.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Robert Scott Jacobs Sugan Barkwell unk

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Addros
{Yes, no, of unknown) | {If yes, glve war or dates of wervic
™ "o |41 wen- glve war or dater & State Hospital No. 1, Fulton, Mo.

18. CAUSE OF DEATH [Enter only ane cavse per line INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: CQINSET AND DEATH

IMMEDIATE CAUSE () cerebral vascular accident

—
z
w
2
S
w]
Q
a

Conditians, if any, DUE TO [b}
which gave risa to
sbove cause (a),
stating tha under-
lying cause last. DUE YO (c)

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1O DEATH but not related to the terminal FART 11). If decomsed was female -was
disesse condition given in PART | (a) there a pregnancy in last 90 days.

l 0O Yas I O No | O Unknown
19. WAS AUTOPSY | 20a. ACCIISENT SUHI;__I‘DE HOMCIICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART Il of itam 18.}

FORMED?
YESHE@ NOO
20c. TIME OF ' Hour  -Month, Day, Year
. INJURY a.m. ‘
p.m.

20d. INJURY GCCURRED 2Ge. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
_WHILE AT WORK [J farm, factory, street, office bidg., ere.)
NOT WHILE AT WORK (J

G e i hiah mge L 37201907 |, 8-20-1963 FuR.EARikoX X X X X X X
Death occurred &t anl:og A -M- m on the date stated above, and to the best of my knowledge, from the causes stated.

¥ ] Fal
22a. $51G agree . 22b. ADDRESS 2%c. DATE SIGNED
ﬁ?iiw(/ m&‘l % Fulton, Mo. B/20/63

23a. BURIAL, CREMANION, | 23b, DATE j NAME OF CEMETERY OR CREMATORY 23d. LOCATION {Ciry, Inwn, of county) (Slafu)
fv)

ceas7 Byov e Bo oty «

Argda S
ADDRESS 25. OATE RECD. BY LOCAL REG. 24. REGISTRAR'S §IGNATURE R
&M Rtseg 20 - 1963 ﬂt«udéf’ gfauw

{Licensed Embalmar's 5t vCh on R Sida)

INSTEAD OF -

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse si‘de of this certificate was embalmed by me,

or by Student Embalmer No.

» working under my personal supervision

Student Signed /! aat ¥ E 5
Signatura of Student Embalmer

Llcensed Embalmer No *d 6. 7

P Q. Ad::lress

2

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER .in hts OWN HANDWRITING (Failure to comply

with the above constitules 'grounds ‘for revocation of license). SR ¥ SR .
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng K
If this_body. |s not embalmed fact.should. be 80, srared above. ~ . .

e




